describes several types of physique. They are not theoretical abstractions, but are real types whom all of us know from our own experience. One of these types is the shortish man, who is inclined to get stout as he grows older. He has soft features, his face is round, and his head is brachycephalic. At the other end of the scale there is the thin type with the narrow and long, almost bird-like face. His features are aristocratic but hard. Kretschmer calls the one the pyknic type, and the other the asthenic or leptosomatic type. Between them there is the bulk of mixed types. With the stout figure there goes a different temperament from that which is associated with the thin and aristocratic one.
The pyknic is a good-natured person, perhaps jovial and chatty, easy to approach, having a friendly word for everyone. He is inclined to be elated or may be given to depression. The thin person, or better in Kretschmer's terminology, the leptosomatic person, is aloof, unapproachable, reserved. His features are inscrutable, and seldom betray anything that may be going on behind them. He may be brilliant, but in his company one feels chilly. He seems to live in an airless atmosphere. These are the types which Shakespeare contrasts when he makes Caesar say to Antony:
"Let me have men about me, that are fat, Sleek-headed men, and such as sleep o' nights: Yond Cassius has a lean and hungry look, He thinks too much, such men are dangerous."
Kretschmer, as you know, not only worked out the relationship between physique and character, but also related certain characters to the two great reaction-types which dominate the psychiatric field: the manic-depressive psychosis and schizophrenia. In other words, the pyknic individuals are more frequent among the manicdepressive reaction-types, and the asthenic individuals among the schizophrenic.
Thus we have a division in pairs on three different levels 1. Manic-depressive and schizophrenic reaction-types. 2 . Cycloid and schizoid temperaments. 3. Pyknic and asthenic physique. Once having noticed this correlation, it seems incredible that physicians have not given it the attention it deserves. In itself, this discovery does not help us to get over the difficulty of constitution, but it has shown that the reactiontypes coincide with certain physical factors, and we may hope that in the future we shall have the key to the mental and physical framework of the individual which we now call constitution.
There is no clear line of demarcation between mental illness and normality, and there is no clear division between psychosis and psychoneurosis. Recent psychological research has suggested that a state of mind comparable to a psychosis in the adult is a phase through which the normal child passes. Indeed, if you see children being frightened by bogies, of the dark or other things, you are inclined to think of the tale we hear from our psychotic patients. Of course, it is normal for a child to behave like this. A normal child has a different sense of reality from that of the adult, and we know that children grow out of this phase of hallucinatory experiences which we consider a common sign of a psychotic illness in the adult.,
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But there must be some line between the psychoneurotic and psychotic. This is found in two factors:
(a) The relationship of the neurotic to his surroundings is nearer to reality than that of the psychotic. The best-known of them is hysteria. It is also the best example of how the symptomatology of an illness may change. The classical picture as it was described by Charcot, who saw many cases in the Salpetri6re in Paris, is nowadays not observed. Charcot described the typical "belle indiff6rence des hyst6riques" combined with a distinct hysterical fit. These fits were quite different from an epileptic fit: they had something purposeful. The patient would get up from her bed, make elaborate movements, bow several times, as if worshipping, and finally, with a great gesture, she would fall, or rather let herself fall, down on the floor, or would produce another more dramatic finale in the shape of the "arc de cercle." This form of hysteria is almost unknowmn to-day, and I only once remember having seen anything approaching it, and that was when an officious M.O. wanted to get a subject for his cine-camera. The hysteric obliged him with a perfect attack, and the results were, firstly, a row from our chief, who did not like the hysterical patients being provoked into symptoms; and secondly, a demonstration film for the neurological department.
At the end of the last century, hysteria was considered a disease which was strictly sex-bound, and when Freud returned from Paris, and demonstrated a male hysteric to the Vienna Medical Society, he provoked strong adverse criticism. As you know, the psychological approach by Freud and Breuer, who worked at that time together, was made by hypnosis, which was then very popular. Both of these workers were impressed when they first found a "psychic trauma" at the beginning of the disease. Their first theory was that hysteria was produced by a "psychic tratma." "It was not always a single experience which occasioned the symptom,but usually several, perhaps many similar, repeated traumata co-operated to this effect.' 2 But it was a great step forward in the psychological 'understanding of these cases when it became clear that often the trauma existed only in the patient's mind, that is, if one investigated the statement of the patient, one found that the facts were wholly or partially misrepresented. It is essential to make it clear that I do not suggest that hysterics make up a story for the doctor's benefit. This may happen occasionally, but it is most certainly not the rule. From these discoveries a new point of view was evolved, which may be called the "psychical reality." To put it in simple language: Our first consideration is the patient, and we are inclined to believe our patients, and do not pay much attention to factual reality. So far as the patient is concerned, it does not matter if an event really took place, so long as it took place in the mind of the patient. This does not mean that we speculate without any foundation. On the contrary, often we hear a story of cruel parents or other adverse conditions in childhood. When you meet the parents you recognise that there was no bad intention on the parents' side, and perhaps they behaved quite differently from what the patient describes. But does this alter the fact that in the patient's experience they were "bad" parents? Stressing the historical facts would miss the whole situation, because not the parents as they reallv exist, or appear to us as outsiders are important, but the parents as they appear to the child and patient. I avoid the word "imagination," as this term dilutes the immediacy of a feeling or of an experience.
Once having discovered that there was a "psychical reality," the next step was taken when Freud found that these patients were, without exception, emotionally quite different from what they appeared. The calmness and indifference which they displayed outside was a shield behind which emotions were running high. From this two concepts were developed: firstly, the instinctual basis for hysteria and the other psychoneuroses; secondly, the term of resistance and repression.
With regard to the instinctual background, or, to be more precise, the libidinal background, I will say only a few words, as it is not my intention in this lecture to give the evidence which forced us to assume that all psychological illnesses have a libidinal source. But it is clear that something has gone wrong with the instinctual, or libidinal equilibrium in psychoneurotics. The fact that psychoanalysis stresses the importance of the sexual instinct has stirred up a good deal of opposition, which, in my opinion, is due to a misunderstanding. The term of sexuality, when used in a psychoanalytic sense, has a much broader meaning than it has in the common language. Jung differed from Freud in the valuation of the sexual instinct. He used the term 'libido' in the sense of a general living instinct. By avoiding the controversial term of sexuality, he was able to get the truth farther abroad. Freud, too, in his later writings, used the term of 'life-instinct' as a broader term which included the sexual instinct.
For our purpose the term of repression is of greater importance, as it brings us into contact with the psychological mechanisms operative in producing and maintaining psychoneurosis. A mental event, such as a memory, an emotion or a desire, may disappear from consciousness by a process which the layman calls 'forgetting.' The word 'forgetting' does not convey that this process is a positive action. We are in the habit of giving as an excuse for not having done or said something, that we had forgotten it, implying that we had the intention of performing the action, but that it had, as it were, dropped out of our conscious mind, and left us unaware of our original intention. It is as if we had lost a coin through a hole in a pocket of which we were not aware. But we psychoanalysts do not believe in the passive nature of forgetting, and therefore have refrained from making use of this word. Freud introduced another word with the intention of conveying that the process by which a mental picture, or mental event disappears from consciousness, is a positive action. Mental contents do not disappear from the conscious mind, but are 'pushed' out, and Freud calls this process 'repression.' Once a mental picture, or event, is repressed, it will not stay repressed unless the repressing force remains at work, which is then called resistance.
A psychoneurosis is impossible without repression, and it only originates if a situation arises that forces the individual to repress certain mental contents.
The psychoneurosis will disappear when the condition responsible for it has disappeared. This, however, does not mean that the change of an external situation can cure psychoneuroses. It is possible to remove a pathogenic situation by a change in external circumstances, such as by taking the patient out of his usual surroundings, sending a patient on a holiday, taking a boy out of school, and so on, and thus, by removing the "dangerous" external situation, the symptoms may disappear. But from a psychological point of view, the patient is not cured. The symptom is liable to return when the pathogenic situation recurs. But psychotherapy aims at changing the mental situation, so that the patient becomes able to tolerate the strain of events from which he escaped by means of his neurotic symptom.
If we are able to break into the world of the patient as it exists in his mind, and are able to change certain attitudes of mind by undoing repression, we can cure the patient, and the cure can produce immunity against a recurrence.
This will become clear if I introduce another term, "secondary gain." A patient is not psychologically ill without a reason and without a purpose, paradoxical as it may sound. The psychological symptom can, in a certain way, be understood as an attempt at self-cure. It is the reaction of the patient to a certain impasse for which the patient could not find a solution but the neurotic symptom. Listen to this case, which Freud described in one of his early papers3:
"It is that of a young girl who was deeply attached to her father, who died a short time before, and in whose care she had shared. . . . When her older sister married, the girl grew to feel a peculiar sympathy for her new brother-in-law, which easily passed with her for family tenderness. This sister soon fell ill and died, while the patient and her mother were away. The absent ones were hastily recalled, without being told fully of the painful situation. As the girl stood by the bedside of her dead sister, for one short moment there surged up in her mind an idea, which might be framed in these words, 'Now he is free, and can marry me.'
We mav be sure that this idea, which betrayed to her consciousness her intense love for her brother-in-law, of wrhich she had not been -conscious, was the next moment consigned to repression by her revolted feelings. The girl fell ill with severe hysterical symptoms, and, when I came to treat her case, it appeared that she had entirely forgotten that scene at her sister's bedside, and the unnatural, egoistic desire which had arisen in her."
Psychotherapy, as I understand it, does not treat a symptom, but an illness. If you try to take away the symptom (that is, the patient's solution for a difficult situation) without altering the mental situation, you will make the patient worse. It is commonly known that an obsessional patient who is prevented from carrying out his ritual, will have an acute attack of anxiety. On the other hand, as soon as the necessity for the symptom has disappeared the patient will drop it automatically. What is called secondary gain of the illness is the security or satisfaction which the patient gains from his illness and its symptoms: this is a daily experience of the psychiatrist who deals with these patients.
Here is the point at which I may halt for one moment to say a word about malingering. It has been my experience that malingering is of very rare occurrence in the army. The difference between malingering and neurosis is in practice not always easy to draw, but theoretically it can be said: Malingering is a consciously conceived deception, while a neurosis is a process outside the patient's volition. Indeed, it is very difficult to malinger successfully. I know of the case of a brilliant person who was a prisoner of war during the last war. By pretending to be a psychotic he managed to get a good deal of privileges, and, if I am well informed, even to be exchanged before the end of the war. From what I have heard of this person, I can say that he had not to make a great effort in order to be mistaken for a psychotic, although he never was manifestly ill. The point I want to make is, that successful malingering, particularly producing mental or nervous symptoms, cannot be carried out unless the malingerer is already on the threshold where normal character and manifest disease join.
Take the situation of the soldier who has developed a functional symptom, which gives him a sense of security from a situation of fear, such as mounting guard. With a certain amount of experience, one is able to differentiate between a soldier who just says that he is afraid from another one who is genuinely suffering from an excessive fear. It may be easy to say that one is afraid, but it is not as easy to produce of one's own free will all the physical and mental symptoms which usually accompany fear. For instance, it is very difficult to start to sweat, or to get pale jUst when you want to. But a neurotic person will produce the physical concomitants of fear, and this is, amongst others, a definite sign thdt the symptoms originate at a level which is outside the range of volition. Supposing we have decided that our patient who does not want to do guards is genuinely neurotic. The patient's first reaction to treatment will be one of suspicion and fear that he is made to do guards again. He cannot realise that there might be a state of mind, in which doing guaards may not be connected with the same fears which he has hitherto experienced. The secondary gain from the illness is obvious, and we as physicians feel this in our attempts at treatment as "resistance." I am perfectly correct in saying that the secondary gain and resistance is the same thing looked at from different directions, that is, from the patient's point of view, and from that of the doctor. Psychotherapy can thus be defined as the overcoming of resistance.
I have not said anything about transference, and I am not going to do so, as transference primarily concerns therapy, while in this lecture I am'dealing with psychopathology.
So far, everything I have said is applicable to any form of psychoneurosis, and it remains for me to describe to you the clinical pictures of the three main psychoneurotic reaction-types. To start with the most superficial aspect: the hysteric is a patient coomplaining mostly of some physical symptom which has no organic basis, while in anxiety neurosis fear is the most prominent feature, and in obsessional neurosis the patient performs certain obsessional rituals, or suffers from compulsive thoughts. If you consider the symptoms in hysteria in the nineties and to-day, you will agree that the change is only equalled by the change in the way of life during the past fifty years. Considering this correlation, you will admit that I am justified in speaking of reaction-types. I will not go into the interesting question why and in which way' this change is correlated to the changed way of life, but I can assure you it is possible to make a-very convincing story. While the symptomatology of hysteria has changed, the mechanism has remained the same. It is what Freud called a conversion neurosis. This term says only that internal mental conflicts are converted into physical symptoms. It is not easy to explain how hysterical symptoms can be brought about. Take a simple example such as tachycardia. The ordinary man cannot make his heart beat faster of his own free will, although this is possible. As a student, I remember having seen a man who came round to the lecture-rooms, and made an income out of demonstrating a volitional change in the cardial rhythm. He denied that he accomplished this task by means of changing the intrathoracic pressure by attempted expiration or inspiration with closed glottis (Valsalva's and Mueller's, experiments). . It is possible that these phenomena are related to conditioned reflexes. One thing is sure, they are intimately connected with the emotional life of the patient, and yet it is remarkable how little emotion a hysteric shows: Charcot's "belle indifference. " But this is not really true. If you look deeper you will find a highly emotional personality, who has learnt to convert his emotions into functional symptoms. Who does not know the hypochondriac who seems to have no interests but his malady, who seems to nurse his symptoms with the greatest care, andexpects everybody to respect his susceptibilities. In order to make the psychological mechanism of conversion symptoms clearer, I have to introduce another psychological term. Instincts, as they are known in the adult, have gone through a similar development as everything else in body and mind. It is not true to say that a child or even an infant does not possess instincts, including the sexual instinct, nor is it true to say that psychoanalysts assert that the infant has the same sexual instincts as the adult. Instincts do not originate from nothing, they are existent in the child and infant even if only in the bud. It may not be easy to recognise an instinct in its infantile form if you only know it fully developed. Here is the place where I have to say a few words on the development of the sexual instinct. Whatever the teleological aim of the sexual instinct may be for the species, so far as we know it uses the "pleasure principle" for its purpose. In the mature individual, the sexual instinct is satisfied in the first place, not for the purpose of the preservation of the species, but for the satisfaction of a desire. The child has also desires, and its thirst for pleasure is even stronger than that of the mature person, as it is not yet mitigated by interests and other sublimating factors which are operating in the adult. But in keeping with the physiological development the desires of the child are different from those of the adult, and certainly not confined to any specific organs, such as the sexual ones, which have not reached their final physiological importance. If you see the suckling happily sucking his thumb or his big toe, you cannot doubt that the child is enjoying a pleasure. The zones which are particularly apt to give pleasure are called erotogenic. In the infant the mouth, for instance, is an erotogenic zone, and only in later stages of the instinctual development the sexual organs receive primary importance as an erotogenic zone. -But even in the adult the infantile erotogenic zones do not fully lose their importance, as the kiss as an expression of affection and tenderness will bring home to you bevond doubt.
I have not forgotten that I was going to speak about conversion symptoms. In fact, I have all the time been speaking about the psychological background of the hysteric's interests in his organic complaint. This interest is comparable to an infant's, which may be attached to any part of his body, the thumb, the lips, the limbs, or any of the bodily orifices. The "belle indifference" becomes a natural part of the picture. The instinctual balance of the hysteric is seriously disturbed. He has not the normal outlet for a reason which may not always be apparent, and his instinctual life has regressed to a stage which the normal individual has long passed. Hysterics do not show emotions, and you will concede that the emotions are an integral part of the instinctual life, because they are bound up in organic symptoms. This is the psychological explanation of the conversion symptom. To say it again: Repressed sexual emotions which cannot find a normal outlet, find some compensation by being displaced to another organ of the body, and thus the emotional tension is transformed into indifference, as the hysterical symptom provides an artificial outlet.
The conversion of emotional tension into a hysterical symptom is achieved by regression to an infantile level, where any organ is in principle endowed with the potentialities of an erotogenic zone.
With regard to treatment, do not try to remove the hysterical symptom directly, but try to get down to the root of the trouble, and you will find the apparently indifferent hysteric becomes a patient who is able to show emotions, and in doing so he loses his symptoms. I remember the case of a post office official who came to my ward with a hysterical hemiparesis. During treatment it became apparent that he was unable to have a normal sexual life with his wife, as his son slept 105 N in the room next door. He was unable to get the (loor shut, either his wife or his son objecting. He ultimately had to give in, after many years' struggle. When he eventually fell ill with his hemiparesis, he had forgotten all about this, but during the treatment it became apparent again. His emotions, which had vanished, reappeared, and when his wife first came to see him in hospital, she was rather alarmed, not about his recovery, but about the fact that he had become affectionate. Finally, a little alteration in the outlay of the furniture of the home solved the problem. The man who arrived in an ambulance left the clinic walking without the aid of a stick. During the treatment, his actual symptom was scarcely mentioned, except in the later stages when the significance of his symptom was explained to him in connection with his unconscious problems. This is a case of hysteria, but in real life you seldom find a "pure". case. It is often mixed with one or the other psychoneurotic reaction-type, particularly with the anxiety neurosis.
Anxiety is one of the many unsolved problems of psychology. We know fear is a normal response to danger, but it is difficult to understand where th, great amount of anxiety that some patients experience originates. From a purely teleological point of view, it defeats its own purpose if you take the view that fear is a danger signal. It must have an instinctual source, otherwise we cannot understand the force with which it breaks over certain persons. Please forgive me if I do not go into detail of this very interesting problem. It alone would take more time than I can expect you to listen to me.
Anxiety is not always bound up with an object. It can be an undirected fear. Some people differentiate between fear and anxiety. They speak of fear when it is directed to an object, that is to say, a fear of something, while they understand by anxiety a feeling which has no visible cause or aim. Anxiety is also associated with certain organic diseases, such as angina pectoris, which throws light on a physical source of anxiety. You can see that it is rather a complex problem.
Anxiety states differ funidamentally from hysteria by displaying emotions prominently. Patients suffering from anxiety states have nothing that even resembles "belle indifference," but it is very likely that you will find some physical symptoms. You will appreciate the psychological difference in the mechanism of the bodily symptoms in hysteria and anxiety states, if I say that in anxiety states the symptoms are usually physiological concomitants of fear and anxiety, while in hysteria they are due to displacement and conversion. This is something totally different. In keeping with this, you will find among the physical symptoms of anxiety states palpitations, tachycardia (effort syndrome), frequency in micturition, diarrhoea, etc. All these signs are the normal concomitants of fear. The anxietyneurotic will have some of these symptoms even if he does not complain of them, his fear having taken the first place in his mind.
The problem of the ainxiety-neurosis is best explained by quoting an actual case.
I have taken it from the group of phobias. From a psychological point of view, there is no difference between the various forms of phobia, such as claustrophobia, agorophobia. Usually we find more than one of these fears in the same patient.
The medical psychologist does not consider the objects and situations of which the patient is afraid as the primary object of fear. Those objects have received their fear-provoking qualities from another one which they symbolically represent. This will become more-lucid if you listen to this case history A young girl was brought to me because she was unmanageable and would not go out alone, as she was afraid of crossing streets. She came from a cultured family, and before she fell ill, her father had promised to take her for a trip to the Continent (this was before the war) as a present for her twenty-first birthday. Before this trip could materialise, the girl developed the symptoms 1 just mentionedl.
But it soon became evident that these were not her only fears; for instance, she was afraid of travelling in a train, as she could not bear to be locked u-p in a compartment, and later still, she reluctantly spoke of an unaccountable fear which forced her to remove all pointed objects, such as needles, pins, and scissors, from her bedroom. At times she went to the extreme of removing the nails from the walls. She rationalised this -fear by sayinig that she might injure her eyes with these objects.
The circumstances with which the neurotic symptoms started soon. drew my attention to the girl's relationship to her father, and she confessed that she was not able to travel with him, as she was afraid of being mistaken for his wife. This explains the anxiety, and all the symptoms can be explained in terms of her relationship to her father. The symbolic significance of the pointed objects that might injure her,,the fear of being locked up in a railway compartment, and the fear of being alone with him without being chapqroned. If being alone with her father is understood as the situation which she uncon-sciously considers dangerous, we see that she succeeds in avoiding that danger. On the other hand, the real connections are obscured by symbolic displacements. In this way the phobic reaction protects the patient against mental pain on two levels (1) Her fears about her father may remain unconscious, because this fear is not experienced as such, but only after it has been symbolically displaced to other objects, such as pins and needles, and so on.
(2) She need not go on that trip, which would have brought her in close contact with her father, which was the original source of her fear. The phobias are as numerous as the events and objects that are able to precipitate them. They may be represented by an inhuman officer, dive-bombing, an unhappy love affair, or a failure in an examination or in business. The precipitating factor alone is un-able to bring about an anxiety state. It has to be supported by other factors, the understanding of which is of first importance, not only for the treatment of these conditions, but also for prophylaxis, such as building up morale. Take the instance of stirring up hatred. Some time ago the daily press was full of reports of an attempt of an over-zealous officer who hoped to those who will not go out for fear of meeting a horse. These compulsive thoughts give the patients some security from the danger of coming across a dangerous thought. You xvill un(lerstand that disturbances like these will often be accompaniecl by a change in the personality, anid this provides the link to the psychotic reactioni-types. F1ortuniately, these conclitions are niot very frequent in civil life, anid even less frequent in the army.
In conclusion, may I say a wordl on therapy. I have not mentioned the special conditions of army psychiatry. Apart from the prophylactic work the army psychiatrist is doing, we carry out a certain amount of therapy. In this respect, we work under a heavy handicap compared with the civilian psychiatrist, but we also enjoy certain advantages. The army to-day is an organisation of such dimensions that a place can be found in it for almost everybody. While selection in "marrying" the need of the services with the potentialities of the individual, conisiders in the first place the momentary need of the service, we as psychiatrists engaged in therapy are able to place a soldier wvith full regard to the special needs of the in(lividual. TIhat (loes niot mean that the need of the service is disregarded, but it allows us to make use of a soldier who otherxvise would have been useless, and thus we are able to economise in man-power. This is a new way which has, as far as one can see, fully justified itself, and it contains possibilities which should not be neglectedl in post-war reconstruction. The v ast majority of cases placed under this scheme has turned out to be a success, cases who would otherwise have been discharged from the army as permanently unfit for any form of military service. Thus the idea that the psychiatrist is the back-door that safely leads out of the army, is one of the many misconceptions about the work of the psychiatrist.
In my view, the method of placing a man in a suitable post is the corner-stone of psycho-therapy in the army. In a strict sense of the word, it is no therapy at all. Neurosis is fundamentally a narrowing of the life and movements of the patient.
So long as the patienit remains within the limits which his illness has allowed him, he is fairly well and efficient. In accepting his constitutional limits, and placing him accordingly, we allow him to remain efficient within his own limitations. Although theoretically this may not constitute therapy, I can assure you by being placed in the right job where he can be happy, a great change comes over the soldier, which, for all practical intents and purposes, is not far removed from a satisfactory therapeutic result. No need to say that we do not content ourselves in arranging suitable postings for our patients. They receive a certain amount of psycho-therapy, but, in my view, this could not be effective considering the short time available, and the difficulties of army life did it not receive the strong support of a fresh and congenial post.
In am indebted to Dr. J. A. Smiley for his remark dluring the discussion, that, in his experience as an industrial medical officer, the majority of cases discharged from military service on psychiatric grounds are difficult to employ in industry; some of them are almost unemployable. This confirms that the recommendationis by army psychiatrists for discharge as unfit for military service, are made only in cases of very restricted employability.
